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F 000 | NITIAL COMMENTS F 000
A recertification survey and complaint
investigation #32473 were completed on March
24 through March 28, 2014, at Rogersville Care
and Rehabilation Center. No deficiencles were
cited refated to complaint investigaiton #32473
. under 42 CFR PART 483 Requirements for Long
Teorm Care Facilities : ; ' ;
Y On 3/25/14 the Director of Nursing revised
F 280 | 483.20(d)(3), 483.10(k)2) RIGHT TO F 280 e care plan problem of resident # 178, “At 4far /1y
55=D | PARTICIPATE PLANNING CARE-REVISE CP risk for sighs and symptoms of psychotropic
The resident has the right, unless adjudged m edication” to include antidepressant and

incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and freatment or
changes in care and freatment.

nterventions to administer antidepressant
End moenitor for side effacts of
ntidepressant medication.
By 4/21/14 the Director of Nursing,
Assistant Director of Nursing, Unit
Maznagers and MDS Coordinator's will
complete a 100% audit of all residents
kurrently receiving antideprassant
imedication to assure that the specific drug
lass and side effects are used in
developing the care pian problem. Any
lareas of concem will be immediately
addressed and Director of Nursing notified.

A comprehensive care plan must be developead
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, & registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
tegal representative; and periodically reviswad
and revised by a team of qualified persons aifter
each assessment.

n 3/25M4 the MDS Coordinator's were

instructed by the Director of Nursing to use
pecific drug classes and side effects when
eveloping and/or updating resident care
lans.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, ohservation,
and interview, the facility failed to revise the care
plan for one resident {(#178) of thirty-six rasidents

Director of Nutsing, Assistant Director of |
Nursing, will complete review of care plan |
ar all new orders for antidepressant
edications weekly X 4 weeks then
||Monthly X 2 months. Any areas of eoncern

{48} DATE

Ytforf

TIN.E
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Any

deficiancy statement efling with an asterisk (*) denotes a daficlency which ti'-e institution may be excusad from comecting providing 1 1s determinad that

oifter safegquards provide sufficient protection to the patients. (See instructions.) Ex¢ept for nursing hemes,

tha findings stated above are disclesable &0 days

follgwing the date of survey whather or not a plan of corection is provided, For nursing homas, the above findings and plans of coiraction are disdos:lahle 14
days following the date thess documents are made avallatle to the facllly. 1f doflclencies are citad, an approved plan of comection is requisite to continued
prograr participation. * .
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¥ 280 | Continued From page 1
’ reviewed.

The findings included:

Resident #179 was admitted {o the facility on
February 10, 2014, with diagnoses including
Aspiration Pneumania, Dysphagia,
Cardiomyopathy, Sevare Malnutrition,
Depression, and Chronic Afrial Fibrillation,

Madical record review of a Nurse Pracfitioner's
otder dated Februiary 28, 2014, revealed "Zoloft
(antidepressant) 25 mg (mifligrams)...x (imes) 1
week then increase to 50 mg...q (every) HS (hour
of sieep)...Depression/Anxiety...Psych
Recommendation...”

Medical record review of the Comprehensive
Care Plan dated Febtuary 25, 2014, revesled no
documentation to address the addition of the
antidepressant medication.

Observation on March 24, 2014, at 12:57 p.m.,
ravealed the resident lying on the bed with the
head of the bed in the raised position, eating
junch,

Interview with the Director of Nursing on March
25, 2014, at 1:45 p.m., in the conference room
confirmed the care plan was not revised to

. address the use of the antidepressant
medication.

F 283 | 483.200)(1)&(2) ANTICIPATE DISCHARGE:
§S=t | RECAP STAY/FINAL STATUS

When the facility anticipates discharge a resident
must have a discharge summary that includes a
recapitulation of the resident's stay; and a final

£ ogo [dentified will be immediately addressed |
and education provided as necessary.

Director of Nursing will report findings to
QAP] Committee Monthly.

The Quality Assurance Performance

Improvement (QAPI)Committee

[Administrator, Director of Nursing,

A ssistant Director of Nursing, Medical

Diregtor, Family Nurse Practitioner,

Pharmacist, Social Service Director, Dietary

Manager, Maintenance Director,

Environmental Service Director, Busingss
Office Manager, Human Resource Director,
Quality of Life Director and Chagptain) will

* freview manthly the Care plan audits for
residents with orders for antidepressant
Fedicaﬁons o ensure audits zre completed

nd any areas of concem are addressed
immediately,

F 283
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F 283 | Continued From page 2 - 7 F 283|0n 3/24/14 a discharge summary was .| 4/21/14
summary of the resident’s status o include items

. ! L completed and signed by the physician and!
in paragraph (b)(2) of this section, at the time of nlaced in the closed record for residents :
the discharge thet is available for release to a5, £75, #170, #39 and #168, ;
authorized persons and agencies, with the !
congent of the resident or lega! representative. By 4/21/14 medical records staff wilt |
~omplete & 100% audit of all residents ,
ischarged to home/another care setting |
m 1/1/14 through 4/21/14. Any areas of

concern will be immediately addressed and
reported ta the Director of Nursing.

This REQUIREMENT g not met a8 evidenced

Based on medical record review and interview,
the facility failed to ensure a discharge summary

was completed for an anticipated discharge for
five residents (46, #75, #170, #39, #188) of thirty
admission sample records reviewed.

The findings included:

Resident #46 was admitted to the facility on

December 9, 2013, with diagnoses including
Paraplegia, Osteoporosis, and Urinary Tract
Infection.

Medical record review of a nurse's note dated
December 31, 2013, revealed resident was
dicharged home. Continued medical record
review revealed no documentation a Discharge
Summary had been completed.

Resident £75 was admitted to the facility on
December 30, 2013, with diagnoses including
Hypertension, Dementia, and Anemia.,

Medical record review of a Physician's telephane
order dated January 24, 2014, reveslad "..may
d/c (discharge) home on January 27, 2014.."
Continued record review revealed no
documetnation a Discharge Summary had been
completed.

By 4121714 medical records staff, unit
Managers and Assistant Director of Nursing
will be instructed on completion of
lischarge summary and discharge care
instructions at the time of discharge to be
svailable far release to authorized parsons
nd agencles with the consent of the

sident or legal representative. Medical
acords staff and Unit Managers will review
Il discharge ¢harts within 24 hours of
esident discharge from the facility to assure)
ischarge summary and care instructions

re completed timely. Any areas of concern
il be addressed iImmediataly and reported
o the Director of Nursing. I
|
Director of Nursing will report findings te the!
Quality Assurance Performance i
Improvement (QAP) Committee Monthly,
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The Quality Assurance Performance
F283 F 283lmprovement {(QAP1) Commitiee

Continued From page 3

Resident #170 was admitted to the facility on
Qctober 18, 2013, with diagnoses including
Hypertension, Cerebrovascular Accident, and
Urinary Tract infection.

Medical record review of a nurse's note dated
Movember 1, 2013, revealed "...Resident
Ambulating about facility...excitement about going
home teday...” Continued record review revealed
no decumentation a Discharge Summary had
been completed,

Interview with the Medical Records Director on
Mareh 25, 2014, at 11:38 a.m,, in the facility
¢onference room confirmed the facility had failed
to complete a Discharge Summary for residents
#46, #75, and #170.

Resident #39 was admitted to the facility on
February 14, 2014, with diagnoses including
Diabetes, Atrial Fibriliation, and Congestive Heart
Failure.

Madical record review of the nursing notes dated
March 18, 2014, revealed the rasident was
discharged home with home heaith services.

Medical record review revealad no documentation
a Digcharge Summary had been completed.

Resident #168 was admitted ta the facility on
Qctober 8, 2013, with diagnoses including
Hypothyroidism, and Alzheimer's Disease,

Medlcal record review of the nursing notes dated
November 16, 2013, revealed the resident was
discharged home.

Medical record review revealed no documentation

Administrater, Director of Nursing,

ssistant Director of Nursing, Medical
Diractor, Family Nurse Pracfitioner,
Pharmacist, Social Service Director, Dietary
Manager, Maintenance Director,
nvironmenta! Service Director, Business
ice Manager, Human Resourse Director,
uality of Life Director and Chaplain) will
eview monthly the Discharge chart audits
a ensure discharge summary and care
instructions are compléeted timely and any
reas of concern identified are addressed
immediately,
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F 283 | Continuad From page 4 F 283
a Discharge Summary had been completed.
Interview with the Medical Records Director on
March 24, 2014, at 11:50 a.m., in the conference
room, confimmed a Discharge Summary had not
been completed for residents #39 and #168.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 |mgychiatr . i
ychiatric recommendation for initiation of § 4/21//4
s$=D | HIGHEST WELL BEING Sertraline (Zoloft) reviewed by the Nurse ‘/
. o Practition 2128114 for resi #1709,
Each resident must receive and the facility must O:-?g ,lmiﬁ;: r;nd in!;‘tjial d;;‘: écfi;r:,oﬂ '
provide the necessary care and services to attain administerad by charge nurse on 2/28/14
or maintain the highest practicable physical, or resident #179. Resident #179 continues
mental, and psychosoclal well-being, in o receive Zoloft without adverse effects.
acc;onlda nc]?c\ngm the comprehensive assessment sychiatric services continue with no further
and plan or care. ecommendations for resident #179.
) iractor of Nursing, Assistant Directar of
H H H [+3
This REQUIREMENT is not met as evidenced Nl:'ﬁ ';%‘ré"sr:gemngn,i%fi:’:‘: :Qe?np:f;e 100%
by: i .
Rased on medical record raview, chsefvation, 24 ,?;]]'ztf":r i’i;r;']‘i’f:sg%?pzs"; é ;?a:hﬂ':’”gh
and interview, the facility failed to timely follow a recommendations, Any areas of concern
psychiatric recommendation for one resident will be immediately addressed with
(#179) of thirty-six residents reviewed. Attending Physician, Nurse Practitioner and
The findings included: Medical Director.
Resident #179 was admitted td the facility on n 3/26/14 Administrator and Director of
February 10, 2014, with diagnoses including ursing reviewed process for receiving and
Aspiration Pheuménia, Dysphagia, viewing psychiatyic recommendations with|
Cardiomyapathy, Severe Malnutrition, }.l,e aNr::: : r?:fi?:r%giéfj gggig::ilgg
Depresston, and Chronic Afrial Fibrillation. i t%a tidng o g Yt # 3. “Other” (A)
Medical record review of & Psychiatric note dated . ponsultant reports requesting specific
February 19, 2014, revealed a recommendation ctions or changes in p?&:t!ehnt evaluation or
for Zoloft (antidepressant) 25 mg (milligrams) anagement reviewed with the Nurse
every hour of slesp for one week, then incresse ractitioner,
the dosage to 50 mg every hour of sleep for
FORM CMS-2567(02-99} Previous Yersions Obsolate Evant [2:844011 Facltity ID: TN3702 I continuation sheet Page 5 of 12
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By 4/21/14 the Director of Nursing & Assistant |
: Director of Nursing will complete audits of ‘
F 309 Con‘tmued From pa_g.e S F 309 Psychiatric recommendatlons weekly X4 then
anxiety and depression. Monthly X2 nating date of recommendation
receivad and date reviewed by attending
Medical record review of a Nurse Practitioner’s provider, Any areas of coneern identified will be
order dated February 28, 2014, revealed "Zoloft mmediately addressed with provider andfor
25 mg...x (times) 1 week then increase to 50 Medical Director.
mg...q {(every) HS (hour of . o .
sieep)...DapressionfAnxiety...Psych . pirector of Nursing will report findings to QAPI
- i Committee Monthly,
Recommiendation... .
The Quality Assurance Performance

mprovement (QAPL) Committee
Administrator, Director of Nursing, Assistant
Director of Nursing, Medical Director, Family
Mirrse Practitioner, Phartacist, Sacial Senvice
Direcior, Dietary Manager, Maintenance
Diractor, Environmental Service Direcior,
Business Qifice Manager, Human Resource
iractor, Quality of Life Director and Chaplair)
ill review monthly the Psychiatric
mmendation audite to ensure
comrnandations are reviewed timely and any
reas of concern identified are addressed
mmediately.

Qbsefrvation on March 24, 2014, at 12:57 p.m,,
revealed the resident lying In bed with the head of
the bed in tha raised position, eating lunch.

Interview with Nurse Practitioner #1 on March 25,
2014, at 1:55 p.m., at the South nursing station
confirmed the facility had failed to follow the
psychiatric recommendation for the :
antidepressant medication resuliing in a delay
{nine days) in starting the medication.

F 325 | 483.25(1) MAINTAIN NUTRITION STATUS |
$5=D | UNLESS UMAVOIDABLE !

. , . ¥
Based on a resident's comprehengive . F 325 On 3/25/14 empty applesauce bowl and glass of 4}3' H4
asgessment, the facility must ensure that a ur-thickened water was removed from room of

resident - resi:;lent #52, bé,r thehchargt_e nurse on duiy.f

1) Maintains acceptable parameters of nutritional Resident stated to the Assistant Director o
gt;tus, such as bodpy weigph’t and protein levels, Nursing she did niot eansume any un-thickened

s el ré s o t it
unless the resident's clinical condition water, that she knew she could not have it

demonstrates that this is not possible; and On 3/25/14 Direstor of Nursing and Assistant
(2) Receives a therapeutic diet when there is Director of Nursing assessed all residents with
nutritional problem. arders for thickened liquids for presence of un-

thickened fluids within reach. No ategs aof
concarn were jdentified.

By 4/30/14 Registered Nurses, Licensed

: : : Practical Nurses, Certified Nursing Assistants
Eh[s REQUIREMENT is not met as evidenced il be re-instructed on facility policy for regident
y: with erders for thickened ligulds, )

Based on medical record review, observation,

FORM CMS-2557(02-80) Previous Vorstona Obsolets Evant ID: 844011 Faclity [T TN3702 if continuation sheat Paga 6 of 12
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and interview, the factlity falled to provide
thickened liquids as part of a therapeutic diet for
thickened liquids for one (#52) of threa residents
raviawed,

The findings included:

Resident #52 was admitied fo the facility on
December 10, 2013, with diagnoses including
Acute Resplratory Failure, Chronic Obsiructive
Pulmonary Digease, Pneurncnia, Tracheostomy,
PEG (Percutaneous Endoscopic Gastrostomy)
Tube |Insertion, Anxiety, and Gerebral Vascular
Accident.

tedical record review of & Speech Therapy
Assessment dated March 21, 2014, revealed "...
pt {patient) upgraded to begin PO (by mouth)
supervised feedings one fime per day of puree
texture and nectar thick iquids, Caregivers
trained...to safety consume food/liguid without
any significant s/s (sign/symptom) of
dysphagia..."

Medical record review of the Physician’s orders
dated March 21, 2014, revealed "...Diet: Puree &
(and) Nectar thick liquids @ (at} lunch only -
Supervised...”

Observation on March 25, 2014, at 11:00 a.m., in
the resident's room revealed the resident with a
fracheostomy attached fo an oxygen
concentrator. Further observation revealed a
ube feeding infusing via a machine pump.,

Continued obsetvation of the bedside table within
reach of the resident revealed an empty coniainer

of applesauce and a glass of unthickened water.

Interview with resident #52 on March 25, 2014, at

064y 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION
PREFIX CH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROFRIATE
DEFICIENGY}
F 325 | Continued From page 8 £ 325 {Director of Nursing, Assistant Director of |

Nursing, Unit Managers will assess all residents -
swith orders for thickened liguids daily X one
week then 3 X weekly for 3 waeks then weekly X
2 meonths. Any areas of concem will be
immediately addressed and instrustion provided
if neaded then notify Direetor of Nursing.

Direetor of Nursing will raport findings to the
QAP Committea Monthly,

The Quality Assurance Periormance
Improvement (QAPI) Committee
(Administrator, Director of Nursing,
lAssistant Director of Nursing, Medical
Director, Family Nurse Practitioner,
Fharmacist, Social Service Director, Dietary
JMamsstger. Maintenance Director,
Environmental Service Director, Business
Office Manager, Human Resource Director,
Quality of Life Director and Chaplain) will |
{review monthly the thickened liguid '
ssassments 1o ensyre assessments are
mpleted timely and eny areas of congcem
identified are addressed immediately. i
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F 325
F 325
Continued From page 7
11:05 a.m., in the residents roomn revealed the
Speech Therapist had used the applesauce for
therapy. Furiher interview revealed "...a CNA
(Certified Nursing Assistant) had left that (the
water) for me...sometimes they do..."
Interview with Licensed Practical Nurse #2 on F az7 (G 272414 residents #23 & #1368 had thelr water far /14
F 327 [ March 25, 2014, at11:20 a.m,, in the residents Fiydration Aide Y
55=0 | room confirmed the unthickened water an the ’
badside table was not on the therapeutic dist. On 3124114 100% of all residents who are

483.25() SUFFICIENT FLUID TO MAINTAIN
HYDRATION

The facility must provide each resigent with
sufficiant fuid intake to maintain proper hydration
and health.

This REQUIREMENT is nof met as evidenced
by:
Based on medical record raview, abservation,
and interview, the facility failed to ensure two
residents (#23, #138) received proper fluids of
thirty-six residents reviewed.

The findings included:

Resident #23 was admitted to the facility on
January 5, 2012, with diaghoses including
Aftercare Traumatic Bone Fracture, Chronic
Atrway Obstruction, and Heart Failure,

Medical recard review of the care plan updated
on January 24, 2014, revealed "..Potential for
dehydration...no sfs (signs and symptoms) of
dehydration...molst mucous membranes
daily... Rasident has ADL (activity of daily living)
self-care deficit...”

llowed to have water at bedside had their water
itchers checked by the Hydration Aide to see if
ey heeded lee and/or water. Water pitehers
ere filled as requested or neaded.

Environmental Services completed100% audit of
Il residents on 4/2/14 fo determine if they had
ny issues with availability of hydration that
eeded ta be addressed. No jssues identified.

y 472114 Hydration Aide, Certified Nursing
sistants, Licensed Practical Nurzes and
egistered Nurses were re-instructed on the
process of passing hiydration

n 3/26/14 Reeidents #1326 and #23 were

neauraged to notify staff when they need their

ter pitcher refilled with iee andfor water

etween hydration passes. Residents #136 and

[#23 verbalized understanding and stated the
taff did that for them already.

Charge Nurses will audit resident rogms for
resence of ice and water each shift X 1 week
han twiceaweekly on each shift X 2 weeks then
1l monitor presence of ice and or water during
ed pass, Any areas of conoarn will he
immediately addressed ard education provided
wheta needed and reporied to the Director of
MNursing,

The Director of Mursing will report audlt findings
to the QARI Cammittes ronthly.

;=C;‘RM CMS-2667(02-80) Prenioys Varsions Obsolele Event {D:B4401%
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F 327 | Continued From page 8

Medical record review of the Quariery Minimum
Data Set (MDS) dated December 17, 2013,
revealed a BIMS (brief interview for mental
cognition) score of 12 indicating the resident as
cognitivaly intact.

Observation and interview with the resident on
March 24, 2014, at 1:10 p.m., in the resident’s
room revealed the resident did not always have
fluids between each meal. Continued
observation and intarview revealed the resident's
water pitcher at the bedside was empty.

Resident #1386 was admiitted to the facility on
March 28, 2013, with diagnoses including Atrial
Fibrillation, Anxiety State, Depressive Disorder,
Heart Failure, and Anemia.

Medical record review of the ¢are pian updated

March 13, 2014, revealed "...risk for

dehydration...no sfs dehydration...moist mucous

gmm branes daily...Resident has ADL seff-care
eficit...”

Observation and interview with the resident on
March 24, 2014, at 12:51 p.m., in the resident's
room revegled the resident did hot always have
cold water between gach meal. Cortinued
chservafion and interview revealed the water
pitcher at the bedside had no ice and was warm
to the touch.

Interview with Certified Nursing Assistant #6 on
March 24, 2014, at 4:10 p.m., on the 100 hall
gonfirmed the resident's water pitcher was emply
and the resident did not have any cold water,

F 356 | 483.30(e) POSTED NURSE STAFFING

F 327 The Quality Assurance Performance

F 356

impravement (QAPI) Committee
Administrator, Director of Nursing,
Assistant Director of Nursing, Medicai
Directar, Family Murse Practitioner,
Pharmacist, Secial Service Director, Dietary
fanager, Maintenance Director,
Environmental Service Director, Business
Office Manager, Human Resource Pirectar,
Quality of Life Director and Chaplain) will
review monthly Hydration audit results and
ensure that any areas of concem identified
are addressed immediately.

FORM CME.Z587(02-9D) Previous Versions Obsclata Evant |D:B44011

Faeility ID: TN3702 If costinuation sheet Fage 9of 12
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The facility must post the following information on
a daily basis:
o Facliity name.
o The current date,
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State
law). - Certified nurse aides.
¢ Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of aach shift. Data must be posted as follows:
o Clear and raadable format,

o In a prominent place readily accessible to
regidents and visitors.

The facility must, upon oral or written request,
make nurse staffing data available to the public
for review at 4 cost ot to exceed the community
standard.

The facilty must maintain the posted daily nurse
staffing data for a minimum of 18 menths, ar as
required by Stafe law, whichever is greater,

This REQUIREMENT is not met as evidenced
by:
Based on chservation and interview, the facility
failedt o post nurse staffing data daily prior o the
beginning of each shift.

DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ST T . _ QOMB NO. 0938-0291
[STATEMENT OF DEFICIENGIES CONSTAUCTION
1) FROVIDER/SUPPLIER/GLIA TRE (X3) DATE SURVEY
AND PLAN OF CORRECTION (X1) PROVIDERISUPELIERICLIA i COMPLETED
445389 BEWING ' Q37262014
NAME OF PROVIGER OR SUPPLIER STREET ADRRESS, CITY, STATE, 27 CODE
ROGERSVILLE CARE & REHABILITATION GENTER 109 HWY 70 ROGERSVILLE,
ILLE TN57857
X&) 1D SUNMMARY STATEMENT OF DEFIGIENCIES G ; 5
SREEIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX P AL gl i e COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
F 356 | Continued From page 9 F 3560n 3/24/14 Nurse staffing data for 3/24/14 was 4}3}11
88=C | INFORMATION posted in the front haliway by the Assistant

irector of Nursing.

irector of Nursing, Unit Managers verified
posting of staffing data in front hallway daily X 14
days (3/24/14 through 4/6/14) Daily staffing data
as posted as per requiremant.

n 4/3/14 Director of Nursing reviewed with the
Lnit Secretary the process for pasting daily
affing fo Include posting of staffing when the
designated staff member is off wark. Process
revised to include two additional back up staff
{Medical Records and Weekend Unit Manager).
Assistant Director of Nursing will audit posting

xweekly for 2 weeks then Waekly X 2 months
gnd immediately address any area of concern

dentified and report to Director of Nursing.

Dlrector of Nursing will report findings to the
KAAP| Cominittes TMonthly,

The Quality Assurance Performance
improvement (QAP1) Commitiee
(Administrator, Director of Nursing,
Assistant Director of Nursing, Medical
Directer, Family Nurse Practitioner,
Phammnacist, Social Sarvice Director, Dietary
anager, Maintenance Director,
Frvironmental Service Director, Business
ffice Manager, Human Resource Director,
Cuality of |.ife Director and Chaplain) will
gview manthly the Nurse Staffing Posting
udits to ensure audits are completed
imely and any areas of concern identified
re addressed immediately.

FORM CMS-2567(07-99) Previous Verzlons Qbiilete Event ID; A24011

Faclitty tD: THN3702 If continuation sheet Page 10 of 12




12 May 2014 14:19 Rogersville Care

4232728591 p-2
, P ' PRINTED: D4/04/2014
] (] PPROVED
O NS O MR ARSI SERYICE: OME 0. 09350391
STATEMENT OF DEFICIENCIES CONSTRUCTION
{X1) PROVIDERISUPPLIERICLIA 3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ?LME e ® )COHPLETED
445359 B WiING 0312612014
HAME OF PROVIDER OR LIER STREET ADDRESS, C17¥, STATE, ZIP CODE
ROGERSVILLE CARE & REHABILITATION CENTER 109 HWY 70 RORTH
ROGERSVILLE, TN 37857
a1 SUMMARY STATEMENT OF DEFICIENCIES o T (x5)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REFIX (E:é? ?EMENA%FH%ONR&%EE? BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 366
F 358 | Confinued From page 10
1 The findings included:
Observation on March 24, 2014, at 5:35a.m.,
revealed the nurse staffing data posted was
dated March 21, 2D14.
Observation and inferview on March 24, 2014, at
5:40 am., with the Assistant Director of Nursing,
in the front hallway confirmed the cumrent nurse On 3/25/14 resident #136 was asked by
Eal2 staffing data was not posted. F 412 o orpe Nusse if resident would like to see 2 Y14
483,55(b) ROUTINE/EMERGENCY DENTAL. entist and resident preferred to taik to son
88=D | SERVICES IN NFS gbout it first, just wait and see.On 3/26/14
Administrator spoke with Daughter-in-law of
The nursing faclilty must provide or obtain from resident #136 who said the resident had
an outside resource, in accordance with P“’“h"_s;d o scts °ft°°g‘ca’?d “";‘;‘fﬁ;‘gﬂm
§483,75(h) of this part, routine (to the extent 1o g8 but would disouss this with the
covered under the State plan); and emergency resident and determine if there is a desire ta
der_nal servi ces to meet the needs of each kee the dentist, it will be ok to sce the dentist
| resident, must, if necessary, assist the resident in when he visits the facility again but will tet
making appointments; and by arranging for us kmow. O 3/31/14 resident stated did not
fransporiation to and from the dentist's office; and want ta see the dentist, that resident would let
must promptly refer residents with lost or us know il miné set changes.
damaged denfures to a dentist. Charge Nurses completed 100% audit of all
residents on 4/2/14 to determine if they had
- : . any dentai issues that necded to be addressed
gl;.ls REQUIREMENT s not met as evidenced by the dentist or if they had a desire to s6¢ &
. dentist. Any areas of concern had already
Based on medical record review, obssrvation, been identified and appointments scheduled
and interview, the facility failed to obiain dental for dental visit. -
services for one resident (#138) of two residents
i reviewed for dental services of thirty-six residents {On 4/21/14 a new dental assessment form
reviewed., ) will be put in place ard will be utilized for
dental assessmeats. By 4/21/14 Charge
: : Nurses, Unit Managers, MDS Coordinator
The findings included: and Assistant Director of Nursing will be
Resldent #136 was admitted to the facility on nstrusted by the Ditector of Mursing on
March 28, 2013, with diagnoses including Atrial e e i oo 8 oo
Fibrillation, Anxiety State, Depressive Disorder, tequested by the resident
FORM CMs$-2567(02-95) Previous Yersions Obsolete Event I0: 844011

Facility ID: TN3I702 It continuztion sheael Page 11 of



12 May 2014 14:19 Rogersville Care 4232726591 p.3
PRINTED: 04/04/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
—CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES — CGNSTRUCTION
1) PROVIDER/SUPPLIER/CLIA perJInE {3) DATE SURVEY
AND PLAN OF CORREGTION &1} IDENTIHOATION N, N : COMPLETED
445359 Bi=ING 03/2612014
NANE OF FROVIDER OR SUPPLIER STREET ADLRESS, CITY, STATE, ZIP GODE
ROGERSVILLE CARE & REHABILITATION CENTER 108 HwY 70 NORTH
ROGERSVILLE, TN 37857
(X3} 1D SUMMBRY STATEMENT OF DEFIGIENCIES 1) PROVIDERS PLAN OF CORRECTION gf_ﬁlm
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION S8HOULD BE cmeE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE
DEFICIENGY)
F 412 | continued From page 11 F 412MDS Coordinator will audit for completion of

ental assessment and referral with each MDS
nd significant change MDS. Any area of
ncerm idenfified will be addressed immediately

Heart Failure, and Anemia.

Medical record review of the care plan updated nd the Director of Nursing notified.

on March 13, 2014, revealed *...resldent is at

nutrition risk potential for weight loss...dental ) irector of Nursing will report findings to the
consult pm (as needed),,." : Pl Committee Monthly.

Medical record review of tha Vital Signs and ' he Quality Assurance Performance
Weight Record revealed the resident's admission [mprovement (QAP]) Committee

weight was 111 pounds. Continued medical
record review revealed the residents current
weight was 115 pounds.

{(Administrator, Director of Nursing,
istant Director of Nursing, Medical

Director, Family Nurse Practitiener,
Pharmacist, Sccial Service Director, Digtary
Manager, Maintenanze Director,
Environmental Service Director, Business

ice Manager, Human Resource Director,
uality of Life Director and Chaplain) will
eview monthly the Dental Assessment
udits to ensure audits are complated timely
nd any areas of concern identified are
Interview with Certified Nursing Assistant {CNA) addressed immediately.
#7, on March 25, 2014, at 1:41 p.m., at the south
skilled nurse's station reveaied the CNA was
aware the resident had a concem with the
dentures.

Interview with the resident on March 24, 2014, at
12:54 p.m., In the residents room revealed the
resident did not wear dentures becayse a place in
the dentures bothered the resident. Continued
interview revealed the resident would try to wear
dentures if they were fixed.

Interview with the Assistant Director of Nursing on
March 25, 2014, at 2:02 p.m., in the facility
conference room confitmed a dental consult had
not been obtained.
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